Achieving functioning arteriovenous fistulae (AVF) in patients with end stage renal disease remains challenging, as the primary failure rate reaches 40% in some series. Despite the lack of indisputable evidence to support routine pre-operative ultrasound examination, the existing Disease Outcomes Quality Initiative guidelines and European Best Practice Guidelines suggest its routine use. METHODS: A retrospective study was conducted on all hemodialysis patients referenced to our Vascular Access Centre during the year before and after ultrasound pre surgical vascular mapping routine procedure. Only patients referenced for a new access creation were included. Data were analyzed with SPSS, 20.0. We compared both groups regarding their demographic characteristics, new VA created and its outcome during the follow up (6 months). RESULTS: All (100%) patients included had failed at least one vascular access (VA) attempt, more than 60% with more than one. Age, gender and diabetes were not significantly different between both groups. One surgeon was maintained during the 2 years and in the second year, a second also integrated the team. During the year previous to the ultrasound mapping, 44 patients were sent to create a new VA. Mean age was 73.3 6 10.4 years; 55% male; 66% diabetic. The identification of suitable vessels to create a new VA was not possible in 15 (34%) patients. Twenty-nine (66%) new VA were created. The majority (86,2%) were AVFs (brachio-basilic and brachio-cephalic, 31% each) and 13.8% were brachio-axillar prothesis. Primary failure rate was of 41%. Almost one third (31%) of the accesses maturated and became punctionable without the need for interventions during the follow up, against 27.6% that demanded posterior interventions (endovascular mostly) to ensure their patency. In the year after the introduction of routine pre surgical doppler ultrasound mapping, 79 patients were sent to create a new VA. Mean age of patients was 75.7 6 12.1 years; 59% male; 62% diabetic. Seventy-five (94%) new VA were created against only 4 patients in whom, suitable vessels were not found to create a new VA in the upper limbs. Ninety two percent were AVFs (34% were brachio-basilic). Primary failure rate was 18.7% and 46% maturated and became adequate for dialysis without the need of interventions during the follow up. CONCLUSIONS: Pre-operative doppler ultrasound evaluation should be routinely performed before VA creation because it significantly increases the possibility of autologous access creation and reduces the immediate failure rate. In our experience, it is especially important in patients in whom the superficial veins are already sold out and the evaluation of deep veins, as well as the hemodynamic behavior of the arteries is decisive in the success of a new access. 
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FP580 STATINS TO PREVENT HEMODIALYSIS VASCULAR ACCESS

INTRODUCTION AND AIMS: Bactermias related to Central venous Catheter (CVC)
is a major cause for morbidity in patients on Haemodialysis ( HD).The presence of a CVC is associated with an incidence of 2-6 catheter-related bacteremia (CRB ) cases / 1000 catheter days. METHODS: An audit of the number of CRB in dialysis patients over 2011-12 was performed to set the baseline rates of CRB in the local dialysis unit . An action plan was drawn which included constituting a Renal Infection Group comprising of a nephrologist, the practice manager, microbiologist and the infection control nurse and pharmacist .All episodes of bactermias were reviewed in real-time. This highlighted several areas along the patient journey where practice was sub-optimal. The problems were then tackled systematically .Aspects reviewed in the pre-CVC insertion stage included patient characteristics, indication for CVC versus a Arterio-venous fistula, training of personnel inserting the line , environment of CVC placement , robustness of policies, use of antimicrobial prophylactics. Aspects assessed in the Post -CVC insertion stage included exit -site dressing options and schedules, technique of dialysis i.e step-ladder / buttonhole, self-accessed or nurse accessed, skin prep and environmental factors at the time of dialysis and clear documentation of visual exit site score. Aspects in the postinfection reviewed included post-infection reviews , management of localised exit site infection and proven CRBs and review of policies . The rates of CRB were audited in 2015-2016 and then re-audited in 2016-17. RESULTS: The baseline of CRB in 2011-12 was 0.88 per 1000 catheter days(16 per 100 HD patients ). A re-audit showed a decrease in the rate to 0.71 per 1000 catheter days. ((9 per 100 HD patient). The rate of Staphylococcus aureus bacteraemia was unchanged from previous audit (1.86 /100 HD patients ). There was no MRSA bacteraemia during these periods. The rate of exit site infection is 1.13 per 1000 catheter days or 17.4 per 100 HD patients, which had more than halved from 36.8 per 100 HD patients in 2011-12 .Re-audit in 2016-2017 showed only one staph aureus bacteremia and no MRSA bacteraemia. The rate of exit site infection is 0.09 per 1000 catheter days. CONCLUSIONS: Application of simple basic principles following a systematic review of bacteremia cases has shown a decrease in catheter-related infection rates without the need for vast amounts of additional resources. Our service improvement programme also highlights the fact that the issue of CRB should be approached with a holistic view of the patient journey and requires consistent engagement from multiple disciplines . 
